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Abstract

Despite recent efforts to gauge the effectiveness and therapeutic processes of
Alcoholics Anonymous (AA), few studies have investigated the personality functioning
of AA participants. This is surprising, as the AA literature explicitly states that recovery
from alcoholism entails addressing personality dynamics thought to be related to
addiction. The view that AA ameliorates problematic personality characteristics dovetails
with psychodynamic theoretical formulations of both alcoholism and the therapeutic
processes of AA. In the present study, AA participants were administered the Millon
Clinical Multiaxial Inventory-III, the Defensive Style Questionnaire-40, and the TATscored according to the Social Cognition and Object Relations Scales (SCORS)-as
measures of personality functioning. It was hypothesized that there would be a correlation
between AA involvement and personality functioning, with greater AA involvement
associated with less severe character pathology as manifested on these instruments. The
findings indicate a discordance between the self-report and projective measures. The selfreports follow the predicted pattern, with greater AA involvement associated with less
personality pathology. However, no association was found between AA involvement and
the SCORS. These findings are discussed in terms of behavioral versus characterological
change in AA, and self-report measures of personality traits versus projective measures of
motivation.
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CHAPTER!
Introduction
Despite an array of treatment approaches for addictions, the views of Alcoholics
Anonymous (AA) have dominated the alcoholism treatment community in the U.S.
(Mccrady & Miller, 1993). Most mainstream treatment programs subscribe to the disease
model of alcoholism espoused by AA and many have incorporated the "twelve-steps" into
their programs. Considering the enonnous impact of AA on the treatment of alcoholism
and other addictions, relatively little empirical research has been conducted on AA. Many
assume that AA is effective (e.g., Zinberg & Bean, 1981), and meta-analyses by Emrick,
Tonigan, Montgomery, and Little (1993) and Tonigan, Toscova, and Miller (1995)
provide modest support for this view but conclude that well-designed studies are needed
to more definitively assess treatment outcome. The majority of outcome studies have
focused on changes in drinking as the outcome criterion. This strategy is congruent with
the explicit goal of AA and its lone requirement for membership: a desire to quit
drinking. However, because abstinence does not occur in a vacuum but is influenced by
psychosocial factors, some research has addressed outcome measures other than drinking
(e.g., Finney & Moos, 1981; Giannetti, 1981; Pettinati, Sugarman, DiDonato, & Maurer,
1982; Vaillant, 1983 ).
Noticeably absent from the outcome literature on AA are studies related to
psychodynamic aspects of personality change. This is surprising, as steps four through
seven of the program (see Appendix A) deal explicitly with personality features or
"defects of character" (Alcoholics Anonymous, 1976, pg. 59) and the AA literature
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clearly considers drinking to be symptomatic of underlying difficulties: "Our liquor was
but a symptom. So we had to get down to causes and conditions" (Alcoholics
Anonymous, 1976, pg. 64). Unfortunately, AA's emphasis on personality functioning
often gets overlooked, perhaps due to its acceptance of the disease model of alcoholism,
which implies that alcoholism has a biological etiology. Regardless, it is obvious from
both the official literature as well as from observation of AA meetings that, within the
AA culture, the amelioration of personality features that contribute to drinking is thought
to be a critical task in achieving and maintaining sobriety.
AA's intrinsic focus on personality functioning is consistent with current
psychodynamic conceptualizations of alcoholism, which focus on ego deficits related to
the development of object relations and the self. Specifically, many psychodynamic
writers converge on the notion that alcoholism falls within the range of borderline
personality organization and pathological narcissism (Kemberg, 1975; Kohut, 1959,
1977). This conclusion is based on the shared features of borderline, narcissistic, and
addictive disorders, which are thought to include primitive and at times unmodulated
aggression; lack of object constancy; identity diffusion; reliance on lower-level defenses,
including splitting, projection, denial, and omnipotence; impaired superego functioning;
and lack of affect tolerance (Hartocollis & Hartocollis, 1980/1994; Johnson, 1993;
Wurmser, 1974). Much of the recent theoretical discussion concerning addiction comes
from the self-psychological literature. From this framework, alcoholism is considered a
narcissistic disorder in that alcoholics have a "defect of the self' or lack requisite psychic
structure to perform essential functions related to their own care and well being
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(Khantzian & Mack, 1989; Kohut, 1959, 1977). In terms of early analytic writing, the
self-destructiveness of alcoholics was regarded as a form of self-punishment to relieve
guilt, or as a reaction to real disappointments in which their rage is directed inward as
well as at others (Freud, 1928/1994; Glover, 1928/1994; Menninger, 1938/1994;
Schilder, 1941/1994; Simmel, 1948/1994). In contrast, current views focus on alcoholics'
ego deficits or, from a self-psychology perspective, deficits in self-governance (Mack,
1981). For example, alcoholics struggle with self-care functions such as signal anxiety,
reality testing, judgment, control, and the ability to make causal connections. Their
difficulty in affect regulation, including the recognition, motivation, tolerance, and
articulation of feelings, is well known (Khantzian & Mack, 1989; Krystal & Raskin,
1970).
The relationship between addiction and narcissism has a long history in
psychoanalysis. Abraham (1954/1994) wrote the first psychoanalytic paper devoted to
alcoholism, in which he argued that drinking masks feelings of low self-esteem and
shame. Early psychoanalytic views of alcoholism emphasized fixation or regression to the
oral stage of psychosexual development, characterized by both excessive dependency on
external objects as well as rage reactions resulting from a lack of frustration tolerance
(Fenichel, 1945/1994). The oral aspect of drug use is evidenced by the entitled manner in
which the ego obtains real satisfaction through no real effort, as in the infantile
experience of obtaining the breast through mere wishing, as if by magic (Rado,
1933/1994). Indeed, Rado notes that the ancient Greek word for "drug" is the same as
"magical substance."
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That alcohol serves as a substitute for the original object choice is similar in
experience-if not in metapsychology-to Kohut's (1959) idea that drugs replace the
self-object that failed the alcoholic during the normal stage of infantile omnipotence,
when the infant should have had the experience of omnipotently controlling the selfobject as if it were an extension of him or herself. This developmental failure precludes
the growth of psychic structure because only through empathic, attuned interaction with
the self-object can internalization of self-object functions take place. Failure of the
internalization process means that there is nothing inside the individual upon which to
rely; the alcoholic must continue to depend on external means for basic functions.
Alcohol thus serves the mirroring self-object function of affirmation and acceptance of
the self, and the idealized self-object function of providing succor through merger with
the idealized self-object. In either case, drinking initially results in increased self-esteem
and vitality, providing transient respite from feelings of inadequacy, shame, guilt, and
passivity. The alcoholic experiences the lack of internal structure as a void to be filled,
but the compulsive drinking is doomed to fall short of filling the void because the activity
fails to build psychic structure. Levin ( 199111994) argues that this developmental picture
of alcoholics corresponds to Kohut's stage of the archaic nuclear self, manifesting in
pathological narcissism in adults.
Inherent in the self-psychological view is the belief that alcoholics not only lack
psychic structure to begin with, but that the process of alcoholism causes further
narcissistic injury as the individual loses relationships, jobs, and self-esteem. Thus, a
downward cycle is established in which the alcoholic drinks to regulate tension, affect,
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and self-esteem, but the drinking only creates further narcissistic injury and more need to
drink. As Levin ( 1991 / 1994, p. 371) states, "The regression to pathological narcissism
concomitant with the alcoholic process progressively strips the already enfeebled ego of
its investments in objects and activities, leaving an empty self, an empty world, and an
empty bottle."
Although the association between borderline and narcissistic conditions and
alcoholism has been explored primarily in the theoretical literature, empirical research
studies also have investigated the issue. Research is hampered by lack of agreement in the
use of the terms "borderline" and "narcissism," as these terms are used to refer both to
underlying personality structure and dynamic patterns, and to distinct diagnostic
personality disorders in the Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-IV; American Psychiatric Association, 1994). The present
discussion is concerned with the psychoanalytic use of the terms, referring to personality
structure. The problem for empirical research is that while the psychoanalytic terms
overlap with the DSM disorders, they are not isomorphic with them. This caveat
notwithstanding, a number of studies have shown a relationship between alcoholism and
DSM Borderline Personality Disorder (Hallman, von Knorring, & Oreland, 1996;
Hudziak, Boffeli, Kreisman, & Battaglia, 1996; Morgenstern, Langenbucher, Labouvie,
& Miller, 1997; Nace, Saxon, & Shore, 1983; Numberg, Rifkin, & Doddi, 1993; Rohde,

Lewinsohn, Kahler, Seeley, & Brown, 2001; Runeson, 1990; Suzuki, Higuchi, Yamada,
Kamiya, & Takagi, 1994; Vaglum & Vaglum, 1985) and alcoholism and narcissism
(Corbisiero & Reznikoff, 1991; Matano, Locke, & Schwartz, 1994; Richman, 1992).
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A small body of theoretical literature (Bateson, 1971; Bean, 1975a; Brown, 1993;
Hartocollis & Hartocollis, 1980/1994; Khantzian & Mack, 1989; Levin, 1991/1994;
Mack, 1981; Simmel, 1948/1994; Tiebout, 1949/1994) supports the idea that AA
developed according to an intuitive understanding of problematic personality dynamics
associated with alcoholism, which may be categorized under the rubric of pathological
narcissism (Kohut, 1971, 1977) and borderline personality organization (Kernberg, 1975).
This view supposes that the programmatic and interpersonal aspects of AA target specific
features of borderline and narcissistic conditions, such as primitive object relations and
impaired ego functions, that are thought to be preconditions for addictive drug use
(Wurmser, 1974).
On a general level, many writers on the subject argue that AA addresses
narcissistic issues. It is important to note here that this does not suggest that all or even
most alcoholics warrant a DSM-IV diagnosis of Narcissistic Personality Disorder (NPD);
rather, the focus is on personality dynamics that are thought to be fundamentally
narcissistic, but which may or may not manifest as the overt narcissism ofNPD. As
discussed earlier, the dynamics of narcissism involve a depleted self with attendant shame
and difficulty regulating self-esteem. Object relations are characterized by a grandiose
self structure that defends against unconscious feelings of inferiority and insecurity
(Gacono, Meloy, & Berg, 1992). On a behavioral level, narcissistic patients often display
a lack of investment in relationships. However, as the term "chemical dependency"
suggests, the apparent self-sufficiency of alcoholics is illusory; in fact, alcoholics remain
as dependent on the external object of alcohol as they were on the original object choice
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(Wurmser, 1974). That alcoholism is inherently related to narcissism is suggested by
alcoholics' grandiose belief that they can control their drinking and, more broadly, their
lives, when by definition their behavior is out of control (Khantzian & Mack, 1989). AA
addresses this illusion of self-sufficiency in the first three steps (see Appendix A) by
requiring an admission of powerlessness and surrender to a higher power. As Tiebout, a
psychiatrist who treated AA co-founder Bill W., noted, AA forces people to realize they
are "but a small fraction of a universe peopled by many other individuals" (Tiebout, 1944,
p. 471 ). Brown (1993) argues that, paradoxically, the process of surrender forms the basis
for empowerment and internal change; surrender signifies an acceptance of the reality that
one's life is out of control. Hartocollis and Hartocollis ( 1980/1994) point out that
alcoholics' denial is not ultimately a denial of problems, but a denial that they need help
and thus are dependent on others. By requiring that individuals acknowledge their actual
helplessness and, by implication, their dependency, AA punctures the grandiosity of
alcoholics and begins the process of narcissistic deflation.
In addition to directly addressing the narcissistic dynamic inherent in alcoholism,
AA acts to ameliorate deleterious features of borderline-level functioning such as the
reliance on lower-level defenses, lack of tolerance for affect and anxiety, unstable selfesteem, identity confusion, and superego deficits. Kemberg's (1975) theory suggests that
borderline personality organization is marked by a primary reliance on primitive defenses,
especially splitting. Alcoholics also typically employ avoidance, impulsive action,
magical thinking, projection, rationalization, omnipotence, denial, and the use of alcohol
itself as other prominent defenses (Bean, 1975a; Brown, 1993; Khantzian & Mack, 1989).
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Through working the steps and interactions with other group members, alcoholics
gradually can shed their reliance on lower-level defenses and replace them with more
adaptive ones. Bean (1975a) proposes that mid-level defenses are built into AA, which
allows for a titration of defense mechanisms to more developmentally mature levels
rather than requiring large, sudden leaps. For example, repression may take over the
functions formerly served by denial, such as restricting the amount of negative affect
allowed into consciousness. AA accomplishes this by not forcing new attendees to admit
to being an alcoholic, as this may be too fresh and painful an experience and thus
overwhelming, provoking them to withdraw from AA. Instead, AA requires only that one
have a desire to stop drinking. Gradually, the individual begins to feel more hopeful, has
more external support to tolerate anxiety (e.g., a sponsor, friends, the 12 Steps), and is
more resilient to narcissistic injury. At this point, they are expected to reveal more about
their experiences. Through such a gradual process, the amount of anxiety consciously
experienced is slowly increased as defenses are shifted from outright denial of reality to
(progressively less) repression of it (Bean, 1975a).
AA helps its members develop the ego functions of affect regulation and anxiety

tolerance through a number of mechanisms. On a general level, AA provides a structure
composed of the 12 Steps and people (e.g., other members, sponsors) on which members
can rely for support and encouragement. AA recognizes that the "self' is not alone; that it
is a part of an intricate interpersonal matrix that assists in the regulation of affect and
behavior. Mack (1981) refers to the process by which the web of people helps members
regulate themselves as "self-governance." The interpersonal interaction not only
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facilitates the development of ego functions, but it also reinforces the notion that the self
intrinsically is connected to others, that complete self-sufficiency must be relinquished for
interdependency. In addition, AA utilizes behavioral and cognitive strategies such as
slogans to help members develop control and regulate affect and anxiety. For example,
members may be heeded to avoid situational cues to drink during the difficult transition
from drinking to non-drinking (Brown, 1993 ). Slogans such as "easy does it" or "one day
at a time" promote the internalization of specific ego functions such as judgment, control,
and signal anxiety (Khantzian & Mack, 1989; Tiebout, 1949/1994). The higher power to
which members surrender provides needed authority and structure within the self, helping
to contain anxiety (Khantzian & Mack, 1989). Finally, the phenomenon of alexythymia
common among alcoholics is addressed through the meetings, which provide a context
for recognizing and articulating feelings (Khantzian & Mack, 1989; Krystal & Raskin,
1970; Simmel, 1948/1994).
After suffering the narcissistic injury of hitting bottom, alcoholics often arrive at
AA at a low point of self-esteem and with a conception of themselves as hopelessly selfdestructive. In AA they find a group of people brought together around common
problems and goals, where they are treated as equals. In this environment the alcoholic
pattern of feeling, acting, and being treated as worthless may be reversed, so that
members acquire growing self-esteem and positive identity (Bean, 1975a). As sobriety is
attained and maintained, members may also achieve stability in their work and
relationships, perhaps for the first time in their lives. They may begin to help other, newer
members as they themselves were helped in the beginning (Simmel, 1948/1994). In
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addition, members may acquire "12 th step credit" for carrying out 12th step work, and gain
respect in the group as they attain more sobriety (Bean, 1975a). Steps 4-10 focus on the
development of oneself, and in the ongoing recovery stage affect emerges to compliment
the cognitive and behavioral strategies utilized by AA to develop the self. Brown (1993)
likens this process of emotional maturation to what occurs in dynamically-oriented
uncovering therapy. Finally, as members begin to replace what are often destructive,
antagonistic relationship patterns with ones based on mutuality, the stage is set for
growing personal autonomy and interdependence (Brown, 1993).
Inherent in most of the above views is the belief that AA facilitates not only the
attainment or maintenance of sobriety, but personality reorganization and development as
well. Whether such personality development takes place depends on whether one views
AA as providing needed structure and functions on which members can depend
indefinitely, without internalizing them, or whether members gradually internalize these
functions, thereby filling the void of missing or immature psychic structure created by
developmental failures and narcissistic injury concomitant with the alcoholic process.
Bean (1975b) takes the conservative route of acknowledging that dependency on AA may
be a necessary step in recovery, but that AA ultimately fails to develop in its members the
psychic structure needed to function without reliance on AA:
The gratification of dependency wishes, allowing the new member to feel
dependent while he takes charge of his own behavior, may be a key to mastery of
sober habits. Support and nurture may be necessary for him to acquire the strength
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and energy to change. The problem arises in the extent and duration of such
nurture. (p. 85)
However, Bean's (1975a, b) thinking about this issue seems somewhat
contradictory. While she argues that members are discouraged from "graduating" from
the program and that AA does not provide techniques for the internalization of ego
controls and object relations, she also states that members' object relations are enhanced
through their identification with other members, including those long-term members who
are viewed as an ego ideal:
In A.A. the new member, an alcoholic who may not have been able to make the
identifications necessary for superego formation and maturation during his early
development, has a second chance as an adult to do so. He makes a series of
identifications with successively more mature and admirable figures. It is not a
transference, but is analogous in that the sum of all these experiences permits a
corrective emotional experience like the one that takes place in dynamic
psychiatry. (Bean, 1975a, p. 72)
This understanding explicitly states that some members are more mature than others, and
that new members are provided with a developmental second chance. The idea that
through their experiences in AA some members are more mature, that newer members
may identify with them and obtain a corrective emotional experience, and that such a
process of identification constitutes a developmental second chance implies a process of
development or increasing maturation, not simply a static dependency on external objects
and supports. Bean's conception that AA facilitates the use of more mature defense
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mechanisms also seems to suggest a process of at least some internalization. It is difficult
to reconcile these ideas with Bean's belief that AA fosters excessive dependency and
does not promote personality growth.
Empirical research addressing the issue of internalization and personality
development in AA is almost non-existent. The few extant studies investigating AA
involvement and psychological adjustment generally have found favorable effects of AA
(Carroll & Fuller, 1969; Hulbert, Gade, & Fuqua, 1984; Kurtines, Ball, & Wood, 1978;
Mellor, Conroy, & Masteller, 1986; Vail, 1974). A meta-analysis of AA's effect on nondrinking outcomes showed that only psychological adjustment-and not employment,
social/family life, or religious involvement-was related to AA (weighted r = .25; Emrick
et al., 1993).
Miller (1996) studied AA members' self-reported attachments to their sponsors,
other AA members, and people in general, and found that members with perceived secure
attachments showed fewer psychological symptoms on the Symptom Checklist-90, higher
scores on the Extended Satisfaction with Life Scale, longer periods of sustained
abstinence, and more time in AA than those with insecure attachments. This is one of the
few studies that directly addresses dynamic processes in AA. Although the study was a
cross-sectional design and thus cannot speak to the development of the attachment
relationships, it nonetheless provides evidence that secure attachments do occur in AA,
and that these relationships are related to positive drinking and psychosocial outcomes.
Finally, Schrenzel (1990) directly addressed the issue of processes of
internalization in AA. He looked at two groups of AA members: 20 members with six
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months to one year of AA involvement, and 20 with four to seven years of involvement.
The study utilized three measures to assess differences in object relations and
internalization of AA between the groups: the Blatt Scale of Object Representation,
which assesses the developmental level of object relations; a semistructured interview
scored for markers of internalization of AA; and the Semantic Differential Scale (SDS), a
measure of the degree to which contradictory affect laden self/object representations are
integrated. Contrary to the hypotheses that the group with longer AA involvement would
evidence more developed object relations and greater internalization of AA, no difference
was found on the Blatt scale, internalization as measured from the interview was mixed
between the groups, and the SDS showed signs of continued reliance on AA by the longterm group over time, negating the developmental hypothesis. Thus, this study failed to
find evidence of internalization or developing psychic structure through AA involvement.
It should be noted that the semistructured interview and its rating scheme were developed

for the study and lack validation, and that the interrater reliability for the SDS was low,
casting some doubt on these measures. Nonetheless, as the only study of which the author
is aware that directly investigates processes of internalization in AA, it is noteworthy for
its lack of support of the internalization hypothesis.
In summary, the psychodynamic literature converges on the belief that alcoholism
is related to borderline and narcissistic pathology. There also seems to be agreement that
the support and structure of AA often is of benefit to recovering alcoholics, and the
empirical literature provides modest support for the beneficial effects of AA on
psychological adjustment (Emrick et al., 1993). A number of psychodynamically-oriented
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authors suggest that AA goes beyond merely providing an ongoing external support
system for alcoholics, but that the structure and functions that AA provides actually may
be internalized. This internalization process would ameliorate the structural deficits
implicated in borderline and narcissistic disorders, at least to some degree. The lone study
directly investigating the internalization hypotheses failed to find evidence of
internalization in AA (Schrenzel, 1990). In order to examine the issue of whether
internalization leading to personality development occurs in AA, further empirical study
is needed. The present study is an effort in this direction.
The study utilizes three measures to tap structural and dynamic aspects of
personality: the Defense Style Questionnaire (DSQ; Andrews, Singh, & Bond, 1993;
Bond, 1995); the Millon Clinical Multiaxial Inventory-III (MCMI-III; Millon, Davis, &
Millon, 1997); and the Thematic Apperception Test (TAT; Murray, 1943) scored
according to the Social Cognition and Object Relations Scales (SCORS; Westen, 1995;
Westen, Lohr, Silk, Kerber, & Goodrich, 1985).
The DSQ (Andrews, Singh, & Bond, 1993; Bond, 1995) is a self-report measure
of defensive style based on commonly accepted defense mechanisms. As defense
mechanisms are by nature an unconscious process, and self-reports tap conscious
thoughts and feelings, the DSQ was designed to capture conscious derivatives of defense
mechanisms rather than measuring defenses directly (Bond, 1995). As such, the DSQ is
useful as a general measure of defense style that provides evidence of gross levels of
defensive functioning as opposed to capturing specific defense mechanisms themselves.
The DSQ is comprised of three factors, corresponding to developmental levels of
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defensive functioning: higher level/mature; intermediate/neurotic; and lower
level/immature.
The lone study utilizing the DSQ with alcoholics found significantly less use of
mature defenses and greater use of immature defenses for alcoholics relative to controls
(Comings, MacMurray, Johnson, Dietz, & Muhleman, 1995). A number of studies have
employed the DSQ in investigating the role of defensive functioning in personality
disorders, including Borderline Personality Disorder (BPD). These studies generally have
found a positive relationship between personality disorder features and immature or
neurotic defense styles, and a negative relationship with mature defenses (Genden, 1995;
Johnson, Bornstein, & Krukonis, 1992; Mulder, Joyce, Sullivan, Bulik, & John, 1999;
Sammallahti, Aalberg, & Pentinsaari, 1994; Sinha & Watson, 1999; Soldz, Budman,
Demby, & Merry, 1995). Studies focusing solely on BPD have shown a greater use of
immature and less use of mature defenses for patients with BPD compared to those with
non-BPD personality disorders (Bond, Paris, & Zweig-Frank, 1994; Paris, Zweig-Frank,
Bond, & Guzder, 1996). Little research has looked at the relationship between the DSQ
and MCMI. However, a study by Sinha and Watson (1999) found that DSQ defense styles
accounted for 3% to 42% of the variance on MCMI-II personality disorders scales,
although specific personality disorders could not be predicted by defense style.
The MCMI-III (Millon, Davis, & Millon, 1997) is a widely used self-report
measure of clinical symptoms and personality features. It is particularly geared to the
assessment of DSM Axis-II pathology. However, the MCMI-III personality disorder
scales were not developed to be isomorphic with DSM Axis-II criteria; rather, the scales
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were constructed from a combination of DSM criteria and Millon's theoretical
understanding of personality disorders based on evolutionary principles (Millon et al.,
1997).
Myriad studies have utilized the MCMI (versions I-III) to investigate personality
functioning among alcoholics, and these studies have shown elevations on almost all of
the personality disorder scales of the MCMI. In a review of the literature, Craig and
Weinberg ( 1992) noted a typical alcoholic profile consisting of passive-aggressive
(termed "negativistic" on the MCMI-III) and antisocial traits. They also found two
alcoholic subtypes consisting of elevations of the compulsive personality and thought
disorder scales. Brown ( 1992) found that 70% of alcoholics and drug addicts in an
inpatient chemical dependency program displayed MCMI profiles consistent with
Masterson' s conceptualization of "disorders of the self' (Masterson & Klein, 1989). A
number of studies have examined the utility of the MCMI in the assessment ofBPD (e.g.,
Lewis & Harder, 1991; McCann, Flynn, & Gersh, 1992; Soldz, Budman, Demby, &
Merry, 1993; Torgersen & Alnaes, 1990) and DSM Narcissistic Personality Disorder
(NPD; e.g., Chatham, Tibbals, & Harrington, 1993; DiGiuseppe, Robin, Szeszko, &
Primavera, 1995; Richards & Mccamant, 1995). Two studies addressing the relationship
between the MCMI-I/II and the SCORS found that affective, but not cognitive,
dimensions of object relations as measured by the SCORS were related to personality
pathology on the MCMI (Hibbard, Hilsenroth, Hibbard, & Nash, 1995; Porcerelli, Cogan,
& Hibbard, 1998).
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There has yet to be any research utilizing the SCORS (Westen, 1995; Westen,
Lohr, Silk, Kerber, & Goodrich, 1985) to investigate object relations in alcoholics, but a
growing body ofresearch suggests that SCORS ratings of TAT protocols may be useful
in the psychodiagnostic assessment of object relations of Cluster B personality disorders
(BPD, NPD, antisocial personality disorder [ANPD], and histrionic personality disorder
[HPD]), which are thought to be frequently related to alcoholism. Most of the research to
date has focused on BPD. Westen, Lohr, Silk, Gold, and Kerber (1990) compared groups
of borderline patients, nonborderline major depressives, and normals across four scales of
the SCORS: Complexity of Representations of People (Complexity); Affective Quality of
Representations (Affect); Emotional Investment in Relationships (Relationships); and
Understanding of Social Causality (Causality). Borderline patients were found to score
lower on all four scales than normals, and lower on Affect and Relationships than
depressives, indicating that the borderline patients' object relations were marked by
greater malevolence and fewer or more tumultuous relationships than either the normals
or the depressives. Similar results were found by Westen, Ludolph, Lerner, Ruffins, and
Wiss (1990), who examined borderline adolescent patients relative to nonborderline
adolescent patients and normals. The borderline patients were found to have lower mean
scores than either nonborderline patients or normals on the Affect variable, and lower
scores than normals on the Relationships and Causality variables. The borderline patients
also gave more pathological responses than either group on the Affect, Relationships, and
Causality scales, characterized by malevolent and need-gratifying object relations and
grossly illogical accounts of social processes. One study (Ackerman, Clemence,
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Weatherill, & Hilsenroth, 1999) examined the relationship between BPD, NPD, ANPD,
and Cluster C personality disorders (CPD) on the revised, eight-scale version of the
SCORS (Westen, 1995). This is the lone study thus far to investigate NPD by means of
the SCORS. This study found that the BPD group scored lower on all eight scales than
the NPD group, and the ANPD group scored lower than the NPD group on the
Complexity, Relationships, and Causality scales. The borderline group also scored
significantly lower (more pathological) than CPD patients on the scales of Affect,
Emotional Investment in Values and Moral Standards, Experience and Management of
Aggressive Impulses, and Identity and Coherence of Self. Porcerelli, Hill, and Dauphin
(1995) found that those classified as sociopathic or psychotic scored lower on the
Relationships scale than normals. This combined with the Ackerman et al. findings in
regard to ANPD provide some support for the utility of TAT-based SCORS measures to
assess object relational functioning among antisocial personalities, who are considered by
Kemberg (1970) to be in the "lower-level" range of the borderline spectrum.
Goals of the Study

The overriding goal of the study is to investigate whether participation in AA is
related to personality development. Participants were interviewed about their length of
involvement in AA, and they completed the Alcoholics Anonymous Affiliation Scale
(Humphreys, Kaskutas, & Weisner, 1998) to gauge their degree or "dosage" of
involvement with AA. Based on theoretical literature and prior research, the following
hypotheses were made:
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1. Participation in AA will be negatively correlated with the MCMI-III personality scales
and the DSQ-40 Immature defense style. That is, as participation in AA increases, the
MCMI-III scales and the DSQ-40 Immature defense style will decrease, or show less
pathology. Conversely, participation in AA will be positively correlated with the
DSQ-40 Mature and Neurotic defense styles, and with the affective SCORS variables
(Affective Quality of Representations [Affect]; Emotional Investment in
Relationships [Relationships]; Emotional Investment in Values and Moral Standards
[Morals]; Experience and Management of Aggressive Impulses [Aggression]; and
Self-Esteem [Self-Esteem]). In other words, as participation in AA increases, the
DSQ-40 Mature and Neurotic defense styles and the affective SCORS variables will
also increase, again indicating less pathology.
2. From these correlations, it will be possible to predict degree and length of AA
participation based on personality functioning.
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CHAPTER II
Method
Participants

Participants consisted of 50 individuals drawn from AA groups in and around
Knoxville, TN. Recruitment was accomplished by two methods: most of the participants
were recruited directly from AA groups, while a minority of participants were drawn
from a local weekly newspaper advertisement (see Appendix B). Participants who
responded to the newspaper ad were asked over the phone what AA groups around town
they attended to ensure that they actually were involved in AA. As there is tremendous
demographic variation among AA members, no attempt was made to obtain a sample
representative of AA as a whole. The mean age of participants was 42, and ranged from
26 to 71. Nineteen women (38%) and 31 men (62%) participated. The sample had a mean
of 15 years of education, and all 50 participants were Caucasian. Seventeen (34%)
participants reported concurrent mental health treatment, while 47 (94%) reported a
history of treatment.
Recruitment of AA participants requires great sensitivity to individuals'
anonymity, as this is a fundamental tenet of the organization. In order to ensure sensitivity
to this issue and comply with AA recommendations for research (Alcoholics Anonymous,
personal communication, October 6, 2000), a two-step informed consent procedure was
utilized for participants recruited through AA meetings. The first step consisted of
obtaining consent from the group leader or person in charge of the AA club to allow
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recruitment of individuals before or after the meetings 1• Once consent to recruit
individuals was granted, the second step was performed, in which participants signed
individual informed consent forms as usual. For those participants who responded to the
newspaper advertisement, only the individual consent forms were used because there was
no issue of being allowed to recruit at AA meeting sites. The group and individual
consent forms, as well as the study information sheets that group leaders and participants
were given, are shown in Appendix C.
Participants not recruited through the advertisement were drawn from two AA
sites, an AA "club" and a church-based group. The club exists solely for AA meetings,
with many groups meeting there throughout the day. Although the club draws a
demographically diverse population, it is predominantly middle-class and suburban, as
opposed to inner-city clubs that tend to serve homeless and lower-functioning individuals.
The church-based group consisted of a similarly suburban and middle or upper-middle
class membership. In historical terms, church-based meetings are considered by AA to be
the traditional groups, and perhaps represent as close to a prototypical AA experience as
possible. Many of those recruited through the advertisement attended meetings at the
club, while a few attended meetings at churches around town.
Materials
Demographics questionnaire
The demographics questionnaire (see Appendix D) developed for the study
includes questions on demographic information, use of alcohol and drugs, and concurrent
1

AA prohibits research-related activities that would interfere with meetings, such as recruitment of
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and past mental health or substance abuse treatment. The final questions on the
questionnaire concern length of participation in AA and an open-ended question about
participants' views of how they might have changed through their involvement in AA.
These questions were administered by the examiners.
Coding of length of time in AA
Although assessing participants' time in AA appears on the surface to be a simple
matter, coding this variable proved to be rather complicated. A fictitious example should
clarify the problem. Let us say that Bob W. attended his first AA meeting ten years ago.
At that time he went to two meetings before dropping out. He continued to drink, and
returned to AA three years ago. He then went to AA meetings on a regular basis for six
months and was sober during that time. However, like many individuals, he then had a
relapse. He continued to attend AA meetings for the next 1 ½ years, but only sporadically,
amounting to about one meeting per month, and he continued to drink during this time.
Finally, one year ago he began attending meetings on a regular basis, about three per
week. His drinking continued for the first two months of his regular participation. Since
then, for the past ten months, he has been sober.
It is apparent that there are many ways to code Mr. W.' s length of participation in
AA. One method simply is to code based on the time since his first AA meeting ten years
ago. This would include both his regular and sporadic attendance, and even the seven
years when he was not involved at all. It also would include the time that he was drinking
while attending AA, in addition to his sobriety. A second method of coding would be to

participants.
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include only the time that he has been attending meetings on a regular basis, regardless of
whether he was drinking during this period. In this method, his length of participation
would be coded as one year. A third method would include only his most recent period of
regular, sober participation in AA. For Mr. W., this would amount to ten months.
The study initially utilized these three coding schemes. However, the second
method-regular sober+ non-sober participation-correlated at rs= .82 with the third
method, which included only regular sober participation. In addition to the extensive
overlap, including non-sober time in AA seemed counter-intuitive, as one would not
expect much personality change if the individual is continuing to use alcohol during
treatment. For these reasons the second coding scheme was abandoned. The first coding
scheme of including the entire time since the participants' first contact with AA also
suffered from the conceptual problem of counting non-sober time in AA. Even worse, it
could include large gaps of time during which the individual had no contact with AA.
Thus, it was also dropped. This left the third coding scheme to be used in the analysis.
While it is believed that the method that was eventually decided upon is a reasonably
accurate gauge of AA participation, other coding schemes surely could be devised.
Alcoholics Anonymous Affiliation Scale

The AA Affiliation Scale (Humphreys et al., 1998) is a nine-item self-report that
measures degree of involvement in AA. It has been shown to be internally consistent and
distinguish between AA treatment seekers and untreated problem drinkers, as well as
between inpatients (who have higher levels of AA involvement) and outpatients. The AA

24

Affiliation Scale was embedded within the Demographics Questionnaire; questions 16-24
constitute the AA Affiliation Scale.
DSQ-40 (DSQ)
The validity of the DSQ (Andrews, Singh, & Bond, 1993; Bond, 1995) is shown
by the myriad studies, referenced earlier, that have found positive relationships between
neurotic and immature defense styles on the DSQ and personality disorder symptoms, and
an inverse pattern for mature defense styles. Internal reliability for the three factors
typically is moderate to good; e.g., Andrews et al. (1993) found coefficient alphas of .68,
.58, and .80 for the mature, neurotic, and immature factors, respectively. This pattern of
internal reliability is fairly consistent, with the immature factor tending to be the most
reliable. Andrews et al. also found good test-retest reliability, ranging from r = .75 tor=
.85 for the three factors after four weeks. However, Andrews et al. report that use of the
Immature defense style tends to decrease with age. This is consistent with prior research
(Vaillant, 1976) and supports the idea that personality development continues throughout
the lifespan.
MCAfl-111

The MCMI-III was developed according to a threefold model of validation
(Millon et al, 1997). In the first phase-the theoretical-substantive stage-items were
produced according to a theoretical rationale that is based upon evolutionary principles.
The second validation stage was the internal-structural stage, in which items were
administered to appropriate populations and subjected to empirical analysis of scale
homogeneity, congruence with other theoretically similar scales, endorsement frequency,
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and temporal stability. In the third, external-criterion stage, scales were compared with
other measures of the same trait. The original MCMI scales were correlated with the
Minnesota Multiphasic Personality Inventory (MMPI; Hathaway & McKinley, 1951). The
MCMl-111 scales were correlated with expert clinicians' diagnostic ratings. Importantly,
the reference group consisted of psychiatric patients rather than normal controls. This
necessitated that the scales show greater ability to discriminate among diagnoses within a
psychiatric population, as opposed to discriminating simply between psychiatric patients
and normals.

SCORS
This study utilized the latest version of the SC ORS (Westen, 1995). This version
is comprised of eight rating scales: Complexity of Representations of People
(Complexity); Affective Quality of Representations (Affect); Emotional Investment in
Relationships (Relationships); Emotional Investment in Values and Moral Standards
(Values); Understanding of Social Causality (Causality); Experience and Management of
Aggressive Impulses (Aggression); Self-Esteem (Self-Esteem); and Identity and
Coherence of Self (Identity). TAT stories are rated on each scale, from one (most
pathological) to seven (most healthy).
"Complexity" measures the overall richness of the story, as well as the ability to
differentiate self from others. "Affect" gauges the affective tone a person expects from a
relationship, from malevolent to generally positive. "Relationships" measures the extent
to which a person engages in relationships, from having few relationships and focusing
on one's own needs to engaging in relationships marked by mutual sharing, intimacy, and
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interdependence. "Values" assesses the degree to which a person has internalized moral
standards, ranging from behavior characterized by self-indulgence and lack of remorse to
thoughtful consideration of moral issues and compassion in one's actions. "Causality"
measures the coherence of a person's narrative account of social events. Poor scores are
marked by stories that are confused and difficult to follow, while high scores reflect
particularly coherent stories that depict people's impact on each other. "Aggression"
assesses a person's modulation of aggressive impulses, from impulsive action to
appropriate expression of anger and assertion of oneself. "Self-esteem" reflects a person's
self-image, ranging from globally bad or evil to realistically positive feelings. "Identity"
is a measure of integration of the self. Low scores reflect a fragmented view of oneself,
and high scores an integrated personality with realistic ambitions and goals.
Coding and Jnterrater Reliability

Two coders rated the TAT protocols according to the SCORS system (Westen,
1995). Prior to coding the protocols in the study, the coders participated, along with other
lab members, in a series of training sessions utilizing practice protocols. During these
sessions every rating for each story of the practice protocols was reviewed and the coders
reached consensus on scoring procedures. In addition, the coders of interest had prior
experience rating TAT stories on the SCORS variables for other studies. For coding in
the study itself, in order to rule out carryover effects among the five stories in each
participant's protocol, the coders were given the stories to each of the TAT cards used in
the study in separate packets; they first received all the stories for card 1, then card 2, etc.
In addition, the stories in each packet were randomized to ensure that the coders did not
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know which stories went together in a participant's protocol. This approach is more
conservative than allowing the coders to rate all the stories for a participant at one time,
because potentially influential carryover effects are avoided.
After scoring the protocols separately, the two coders reached consensus for each
rating on which they had disagreed, resulting in absolute interrater agreement. Per
Westen' s ( 1995) recommendation, these consensus scores were used in the data analysis.
However, as a preliminary interrater reliability check of coding, two-way, mixed effect
intraclass correlation coefficients (p1; Shrout & Fleiss, 1979) were calculated for each
SCORS variable according to the average ratings of the coders, who were the only coders
of interest. These values, which are estimates of the reliability of the mean scores of the
SCORS variables, ranged from p 1 (3,2) .28 to .90 (see Table 1; all Tables and Figures are
located in Appendix E). As Table 1 shows, while five of the variables had excellent
reliability (Fleiss, 1981 ), the reliability of the Values, Self-Esteem, and Identity scales
were questionable. However, the use of consensus rather than mean scores in the data
analysis circumvents the problem of reliability on these scales.

Procedure
Participants were tested either at the AA meeting sites or at a psychology
department clinic. Testing at the AA sites was performed in rooms separate from the
main meeting rooms, allowing for privacy. Testing in the clinic was conducted in the
psychotherapy/evaluation rooms. All testing was conducted according to standard
individual administration procedures. The examiners were advanced students in an
American Psychological Association-accredited clinical psychology doctoral training
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program. They had taken a two-semester sequence on psychological assessment and had
conducted personality assessments as part of their training. The examiners discussed the
assessment procedures prior to beginning the testing to ensure standardization across
exammers.
After obtaining informed consent, examiners administered the TAT, the MCMI111, the DSQ-40, the demographics questionnaire, and the AA Affiliation Scale. No
formal attempt was made to randomize the administration of the measures, but the order
of administration varied. However, in all cases the final questions on the demographics
questionnaire, which pertained to participants' length of participation in AA and their
experience of AA, were the last items administered. This prevented the examiners from
knowing about the participants' AA histories before administration of the measures.
Administration of the TAT was conducted according to the instructions of Murray (1943).
Five TAT cards were used, in the following order: 1, 2, 3BM, 4, 13MF. After all the
measures were completed, participants were thanked and they signed a receipt to receive
$25 for their participation. Participation typically took slightly longer than an hour, and
no more than two hours.
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CHAPTER III
Results
Demographic Variables
Demographic variables related to AA involvement include participants'
employment, history of individual and group treatment, and age. Regular sober
participation in AA was inversely related to employment (r = -.34, p < .02), so that those
with longer participation in AA tended not to be employed currently. This makes sense,
as many of the older participants who had been involved with AA for a long time were
retired. Total AA involvement (composite of affiliation and length of participation) also
was negatively related to past individual (r = -.31, p < .05) and group (r

= -.29, p < .05)

treatment. Again, those with a history of these treatment modalities tended to be younger,
particularly those with a history of individual treatment (correlation with age: r = -.32, p <
.03). Most importantly, the age of the participants was highly associated with AA
involvement (age and AA affiliation r = .52,p < .001; age and regular sober AA
participation r = .57,p < .001; age and AA composite r

=

.69,p < .001). Thus, AA

involvement increased with age. Gender was not related to AA participation.
The only demographic variable consistently related to the personality scales was
age. There was a marked pattern showing greater personality pathology with decreasing
age. Table 2 displays the significant correlations between age and the personality scales.
Gender was not consistently associated with the personality scales, although women
tended to score higher on the Histrionic (rs= .49,p < .001) and Narcissistic (rs= .45,p <
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.01) scales of the MCMI-III, and lower on the Identity scale of the SCORS (rs= .30,p <
.04).
Rationale for the Data Analysis

The study assessed whether greater involvement in AA is related to healthier
functioning on a variety of personality measures. The three measures of personality
included the DSQ-40, the MCMI-III, and the SCORS; the AA variables included the AA
Affiliation scale, the length of regular sober participation in AA, and a composite factor
of these two measures. Data analysis was conducted in two stages. The first stage
consisted of rank ordering the validity coefficients of the three personality measures,
which include a total of 25 scales. These 25 scales were correlated with each of the three
measures of AA involvement. The scales with correlations to the AA measures of> .40
were considered to have high validity coefficients, those between .30 -.39 to have midrange coefficients, and those < .30 to have low coefficients. In the second stage, the
personality scales were grouped into factor themes based on two criteria: ( 1) their validity
coefficients and correlation with one another, and (2) theoretical rationale. Thus, from the
original 25 scales, personality factors were created through a combination of empirical
and rational means. This was done in order to reduce the number of personality variables
to a reasonable number. Once these factors were created, they were analyzed according to
a unit-weighted regression procedure (Wainer, 1976).
Correlation of Personality Scales and AA Participation

The first step in the analysis was to evaluate the validity coefficients of each of the
25 personality scales according to the three AA factors (AA Affiliation scale, length of
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regular sober participation in AA, and a composite of these two measures). Spearman
correlations were used because many of the measures were not normally distributed. Out
of the 25 personality scales, six were found to have high validity coefficients (rs> .40) for
all three AA factors (see Table 3). These include the MCMI-III scales of Avoidant,
Dependent, Negativistic, Borderline, and Paranoid, and the DSQ-40 Immature factor. In
addition, the Schizoid scale of the MCMI-III correlated quite highly with AA affiliation

(rs= -.62), moderately with regular sober AA participation (rs= -.35), and highly with the
composite AA factor (rs= -.51). The Schizoid scale also was highly associated with the
other scales with high validity coefficients, particularly the Avoidant scale (rs = .65).
Thus, it was included among the factors judged to have high validity coefficients,
resulting in a total of seven scales with high validity.
Personality scales that correlated with the AA measures in the range of rs> .30 to
< .40 were judged to have moderate validity coefficients (see Table 4). However, only the
MCMI-III Antisocial scale fell within this range for all three AA measures. The MCMI111 Depressive and Masochistic scales had validity coefficients ranging from .33 to.45,
were highly correlated at rs= .63, and are phenomenologically/theoretically similar. The
Histrionic scale of the MCMI-III correlated highly (rs= .44) with AA affiliation, but less
so with regular AA participation (rs= .26). However, it also was associated with the
Depressive scale (rs= -.53). Thus, the Antisocial, Depressive, Masochistic, and Histrionic
scales of the MCMI-III were considered to have moderate validity.
The next step in the data analysis was to ensure that the intercorrelations within
the scales with high validity coefficients were greater than the correlations between the
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scales with high and moderate validity coefficients. Table 5 displays the intercorrelations
of the scales in the high validity range. In numerical terms, the average correlation in
Table 5 is rs= .61. Table 6 displays the intercorrelations of the scales in the moderate
validity range. In numerical terms, the average correlation in Table 6 is rs= .37. Based on
these correlations, the scales with high validity coefficients form a more coherent cluster
than the scales with moderate validity coefficients, but both clusters were retained for
further analysis. Finally, Table 7 presents correlations between the personality scales with
high validity and those with moderate validity. It is important to note that the
intercorrelations within the scales with high validity coefficients (average rs= .61) are
greater than the correlations between the scales with high and moderate validity
coefficients (average rs= .44), because this indicates that the scales with the high validity
coefficients form a more coherent cluster than if all the scales with high and moderate
validity coefficients were simply combined.
The remaining personality scales generally correlated with the AA measures at rs
< .30 (see Table 8). Thus, they were dropped from further analysis. These scales include
the following; for the MCMI-III: Narcissistic, Sadistic, Compulsive, and Schizotypal; for
the DSQ-40: Mature and Neurotic; and all eight of the SCORS scales. For the most part,
these scales showed almost no correlation with AA involvement. However, there were
low but significant correlations between AA affiliation and the Sadistic scale (rs= -.36, p

< .05) and AA affiliation and the Compulsive scale (rs= .34, p < .05). In addition, there
were trends for the Complexity scale of the SCORS, which correlated at rs= .21 with AA
affiliation, and at rs= .27 with length of AA participation. The Identity scale of the
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SC0RS also correlated at rs= .27 with length of AA participation. However, with the
exception of these two scales, the SC0RS did not even show any trends of being
correlated with AA involvement.
Creation of Factor Themes

The next step involved creating composite factors for the personality scales with
high or moderate validity coefficients. This was done through a combination of empirical
means-based on the intercorrelations of the scales-and rational grouping of the scales
into coherent theoretical clusters. The resulting factors are summarized in Figure 1.
Factor One includes all the scales with high validity coefficients: Schizoid, Avoidant,
Dependent, Negativistic, Borderline, Paranoid, and Immature. These scales have an
average intercorrelation of rs= .61. In terms ofpsychodynamic theory, these scales
generally reflect a lower level or "borderline" level of development (Kemberg, 1975).
The Borderline, Paranoid, and Immature scales in particular indicate borderline-level
functioning, as the Borderline and Paranoid scales represent severe personality pathology
on the MCMI-111 (Millon et al., 1997) and the Immature scale of the DSQ-40 taps lowerlevel or borderline defenses, such as splitting (Andrews et al., 1993). Factors Two and
Three are simply sub-groups of Factor One. Factor Two consists of the Schizoid and
Avoidant scales, which correlate highly (rs= .65,p < .001) and reflect a lack of social
engagement and barren or highly conflicted object relations. Factor Three is comprised of
the Dependent, Negativistic, Borderline, Paranoid, and Immature scales. These scales
have an average intercorrelation of rs= .67. They generally signify primitive object
relations with a lack of differentiation between self and others.
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Factor Four consists of the Depressive and Masochistic scales, which correlate at

rs= .63. These scales reflect "forsaken" or "discredited" internal objects, respectively
(Millon et al., 1997, pgs. 30 and 42) and correspond with dysphoric mood. Factor Five
consists of the Antisocial scale, which did not correlate highly with other scales and thus
was considered a factor by itself. Elevated scores indicate detachment from internalized
objects, lack of empathy, and intolerance for delayed gratification. Factor Six consists of
the Histrionic scale, which was similarly difficult to classify, and so also was considered
its own factor. As opposed to the other scales, it correlated positively with AA
involvement and negatively with the other personality scales. The Histrionic prototype is
marked by shallow object relations and a disjointed psychic organization in which
thoughts, feelings, and actions are disconnected (Millon et al, 1997).
Personality Scales as Predictors ofAA Participation

The final step in the data analysis utilized a regression procedure to evaluate
whether personality functioning would predict AA participation. A unit-weighted
regression procedure was used, in which the personality scale scores were converted into
standard scores prior to their entry into the regressions. Wainer (1976) showed that such a
unit-weighted regression procedure results in robust regression coefficients and has the
advantages of being insensitive to outliers and nonnormality in the original sample. The
personality factors were subjected to three regressions, one for each AA variable.
Stepwise regressions, in which all seven of the personality factors were entered
into each regression, were used to predict AA involvement. Table 9 summarizes the
results of the regressions. Factors that predicted the AA variables atp < .05 were retained
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in the models. For the AA Affiliation Scale, Factor Two was the best predictor and the
only factor retained in the model. Time of regular sober participation in AA was predicted
best by Factor Three, which was the only factor retained in the model. Finally, for the
composite affiliation+ time in AA factor, Factor One was the best predictor and only
factor retained. As Factor One is a combination of Factors Two and Three, it makes sense
that it is the best predictor of the composite AA factor. In sum, Factor Two-the MCMI111 Schizoid and Avoidant scales-bests predicted affiliation with AA. Participants with
higher scores on these scales did not report participating as actively in AA, and
participants with lower scores reported more affiliation. Factor Three-MCMI-111 scales
Dependent, Borderline, Paranoid, Negativistic and DSQ-40 Immature factor-predicted
regular sober AA participation. Those with the longest regular and sober participation in
AA had decreased scores on these measures. As one would expect, when affiliation and

regular sober participation are combined into a single factor, the combination (Factor
One) of the two best predictors for these AA measures is the best overall predictor of AA
involvement.
In summary, Factors One, Two, and Three predicted AA involvement better than
Factors Four through Six. Factor Four-the MCMI-III Depressive and Masochistic
scales-may be considered a reflection of neurotic-level distress, marked by internal
conflict. This is in contrast to Factor Three, which taps borderline-level personality
dynamics and externalizing behavior. The results thus indicate that longer AA
participation is associated with relatively less borderline-level pathology, as opposed to
neurotic conflict. Factor Five-the MCMI-III Antisocial scale-correlates with drug and

36

alcohol dependence (Millon et al., 1997), and thus is confounded with AA participation.
Therefore, one would not expect it to differentially predict AA involvement. Finally, the
MCMI-III Histrionic scale (Factor Six) was positively correlated with AA affiliation (rs=
.44), but simply was not as robust a predictor as the Schizoid and Avoidant scales (Factor
Two).
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CHAPTER IV
Discussion
The present study addressed the question of whether involvement in AA is
associated with personality development. The personality measures in the study were
chosen to reflect structural and dynamic aspects of personality functioning, in accordance
with psychodynamic constructs. The results clearly indicate that participants with greater
AA involvement viewed themselves as less disturbed on the MCMI-III and DSQ-40 selfreport measures than participants with less AA involvement. However, the TAT-based
SCORS measure of object relations failed to follow this pattern, and in fact showed no
relationship with AA participation.
The specific findings regarding AA participation and personality are notable. The
AA Affiliation Scale was best predicted by the factor composed of the MCMI-III
Schizoid and A voidant scales, such that higher scores on these scales were associated
with less affiliation with AA. In contrast, the MCMI-III Histrionic scale was positively
correlated with the affiliation scale. These findings clearly support the common belief that
participation in AA requires a willingness and desire to engage in social processes, and
those who are more socially inhibited or avoidant likely will not affiliate with AA while
those with extraverted or even exhibitionistic personalities will do so more readily.
Length of regular, sober participation in AA was best predicted by the factor
composed of the MCMI-III scales of Borderline, Dependent, Negativistic, and Paranoid
and the DSQ-40 Immature scale, with longer participation associated with decreases on
these scales. Thus, participants viewed themselves as less disturbed as their length of
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sober AA participation increased. Of course, the correlational design of the study cannot
answer the question of whether the participants who continued with AA had more stable
personalities to begin with, or whether AA actually facilitates the development of more
stable, adaptive personalities. Longitudinal studies are needed to address this question,
and the present study serves only as an exploration in this direction. In addition, the
present study did not utilize a control group; therefore, it is possible that the association
between self-reported personality functioning and AA participation could be accounted
for by other factors, including length of sobriety, rather than participation in AA per se.
One difficult problem in the study is that the MCMI-III and DSQ-40 Immature
scales tended to decrease with age, suggesting a natural maturational process apart from
the influence of AA. Whether this is to be expected is debatable; Kemberg (1975)
suggests that "preoedipal" or borderline-level object relations are essentially fixated early
in life and will not develop further without intensive treatment. This has been the
predominant view among dynamically-oriented clinicians. However, Westen (1989)
questions this assumption, and research by Westen et al. (1991) and Vaillant (1976)
support the theory that object relations continue to evolve throughout the lifespan. From
an empirical standpoint, the MCMI-III did not show any correlation with age in its
validation (Millon et al., 1997), but DSQ-40 Immature scores have been shown to
decrease with age (Andrews et al., 1993). Thus, while decreases in MCMl-111 scores in
the present study can reasonably be attributed to something other than age, this is not true
for the DSQ-4O Immature scale. However, it also is true that the participants must have
had time to go through the process of problematic drinking and recovery, and so those
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with longer participation in AA would tend to be older than those with less time in AA.
Again, future research designs utilizing a control group could address this confound.
One interpretation of the discrepancy between the MCMI-III and DSQ-40 findings
and the TAT findings might relate to the difference between self-report and projective
measures of personality. The subset of people who maintained abstinence and
participation in AA at least reported feeling better about their personality characteristics
than those with less AA participation. On the other hand, the marked lack of association
between AA participation and the SCORS variables calls into question whether the
differences seen on the self-report measures reflect "real" differences in personality.
However, it should be noted that the self-report measures were developed and validated
in part according to psychodynamic constructs, and therefore should reflect underlying
personality patterns. In any case, the most conservative interpretation of these conflicting
results would be that the self-report measures indicate that the participants with greater
AA involvement certainly view themselves as psychologically healthier than those with
less AA involvement, but the lack of findings on the SCORS casts doubt on whether
these differences reflect changes in underlying psychic organization.
Another perspective on the lack of correlation between the self-report and
projective measures is offered by Winter, John, Stewart, Klohnen, and Duncan (1998).
They distinguish between traits, which can be thought of as stylistic responses and
behavior, and motives, which describe the "why" of behavior (McClelland, 1987) and
refer to wishes and desires. Traits generally are measured by self-report and thus reflect
explicit, self-conscious attributions; motives, in contrast, typically are assessed via
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projective techniques such as the TAT and reflect implicit or unconscious process. Winter
et al. (p. 12) suggest that traits "channel" the expression of motives, such that behavior is
the result of an interactive effect between traits and motives. From this standpoint, there
is no reason to expect that explicit traits and implicit motives would correlate very much,
because they are two complementary but distinct aspects of personality. However, it may
be difficult to tease apart what exactly is a trait and what is a motive in personality. In
addition, the lack of correlation between the MCMI-III and SCORS in the present study
contradicts prior studies by Hibbard et al. (1995) and Porcerelli et al. (1998), who found
that affective SCORS variables correlated with MCMI scales. Thus, while the MCMI (or
explicit traits) and SCORS (implicit motives) may correlate at times, this is not always
the case. This discordance reaffirms the distinction in the study between participants'
self-reported views of their personality styles and their implicit motivation-based
understanding of themselves and others.
A further thought concerning the lack of findings for the SCORS relates to the
heterogeneity of alcoholism. Even if one subscribes to the belief that alcoholics often
have, for example, narcissistic disturbances (e.g., Levin, 1991/1994), such attempts at
classification are quite broad. Narcissistically impaired individuals range from relatively
disturbed to quite high-functioning, despite the commonality of narcissistic deficits
(Meissner, 1979). This clinical heterogeneity makes it all the more important to have
controlled longitudinal studies to gauge personality changes related to AA, as not all
alcoholics will have started their AA careers at similar developmental levels.
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The central psychoanalytic argument against AA is that participation in AA
signifies only a shift in object dependency, from alcohol to AA itself (Bean, 1975b).
From this perspective, the underlying dynamics that lead to alcoholic drinking in the first
place are maintained as the individual participates in AA. How does this square with the
findings that participants with greater AA involvement reported healthier personality
functioning on the self-report measures, but no differences among AA participants were
seen on the SCORS? One interpretation of this is a modification of the traditional analytic
argument: that AA does, in fact, promote behavioral adaptation, while the underlying
dynamic of narcissistically-oriented dependency-first to alcohol and then to AAremains relatively unmodified. Thus, the development of self-governing functions and the
reliance on AA-rather than alcohol-results in more adaptive behavior as the individual
is better able to regulate psychological functions and relies on a more functional object,
but does not necessarily address the underlying psychodynamics as continued reliance on
AA perpetuates a narcissistically-oriented dependence on an external object.
Perhaps the development of more adaptive behavior constitutes a prerequisite for
making underlying changes in personality dynamics. This case is analogous to a situation
in which an alcoholic presents for psychotherapy while still actively drinking. While
therapy may indeed take place, the initial stage would focus more on supportive and
behavioral interventions, perhaps concomitant with treatment at AA or an alcohol
treatment program, rather than on insight-oriented work. Eventually, if the individual has
successfully completed the transition from drinking to non-drinking, is behaviorally
stable, and has sufficient ego resources, the treatment may progress to more insight-
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oriented work, with the traditional psychoanalytic goal of personality development or
reorganization.
If, in fact, AA promotes behavioral changes without producing changes in

personality dynamics, then AA may be seen as best assisting those in the early phases of
recovery, such as in the transition from drinking to non-drinking (Brown, 1993). AA thus
may serve as a bridge between the use of alcohol and more adaptive forms of coping. In
other words, AA may function as a transitional object, just as alcohol itself may be seen
as a transitional object, albeit a more primitive and less adaptive one (Winnicott,
1953/1997). The term transitional object denotes a progressive development of object
relations, towards mature relatedness. However, as Bean (1975b) points out, because AA
participants are discouraged from "graduating" from the program, further personality
development is inhibited. In the absence of a mechanism of graduation from AA, there is
no inherent step at which point participants must relinquish their reliance on AA, or in
which they "use up" the object and must move on from the transitional space of AA to
living in real life. In practice, many people in effect "graduate" from AA by deciding that
they have, indeed, gotten what they could from the program. One individual in the study,
who may be considered a "semi-graduate" of AA, expressed this sentiment. He had
attended AA meetings daily for his first five years in AA, but in the last few years he
attended only rarely, a few times per year. He still considered himself an AA member,
and he expressed his appreciation to AA for helping him stop drinking. However, he
stated that after a number of years in AA he felt like there was nothing left that AA could
provide for him; that he needed to continue on his own. Although he still considered
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himself a member and maintained a loose affiliation with AA, he largely had moved
beyond AA.
At the crux of the matter is the extent to which the individual maintains a
narcissistically-perceived view of the object. AA may serve as a transitional object on the
way station between narcissistic modes of relating to more mature relations. AA may
reflect "real life" in the same way that psychotherapy does, but the individual in therapy is
expected to eventually move on from treatment after getting what he or she could from it.
Psychotherapy can be viewed as practice, a transitional space, for life outside the
treatment. While participants may take it upon themselves to leave AA after they have
quit drinking, AA generally discourages this practice, with the warning that to leave AA
is dangerous. As AA considers individuals to be forever alcoholic, to leave the program
may be considered an act of hubris, proof that the individual is still narcissisticallyoriented (e.g., "thinking like an alcoholic") and in need of the program. This mentality
inhibits the move from the transitional space of AA to the actualization of greater
autonomy and more mature object relations. In other words, the individual maintains a
narcissistically-perceived view of the object, which in this case is AA. While the 12 Steps
may involve practicing more mature forms of relating, by forever remaining in AA the
individual is never able to actualize or lock into place this object relational development.

Conclusion
The self-report and projective measures of personality utilized in the study clearly
tap different levels of experience. The healthier scores on self-report measures for
participants with greater AA involvement likely reflect the hope individuals feel when
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they break the downward cycle of narcissistic injury concomitant with alcoholic drinking.
However, the lack of findings for the SCORS does not support the view that AA
promotes personality development. In other words, while participants' conscious
perceptions of themselves appear to improve with greater AA involvement, no difference
is seen in unconscious patterns of self and object relations.
The present study serves as merely an exploratory investigation of personality
functioning among AA participants. Given the intrinsic focus on personality factors in
AA, recent psychodynamic literature suggesting the beneficial effects of AA on
personality functioning, and the lack of empirical research into the process of AA, this is
an area ripe for investigation. The clear findings of the self-report measures in the study
warrant further study of personality functioning in AA. While no doubt difficult and
costly, longitudinal studies utilizing comparison groups to assess changes in personality
functioning as an effect of AA participation would be the gold standard for evaluating
how personality factors contribute to both drinking and psychosocial outcomes in AA.
Given the prevalence and cost-effectiveness of AA, an investment in such research is
merited.
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Appendix A
The Twelve Steps of Alcoholics Anonymous
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The Twelve Steps of Alcoholics Anonymous (AA, 1976)

l. We admitted that we were powerless over alcohol-that our lives had become
unmanageable.

2 .. Came to believe that a power greater than ourselves could restore us to sanity.
3. Made a decision to tum our will and our lives over to the care of God as we
understood Him.
4. Made a searching and fearless moral inventory of ourselves.
5. Admitted to God, to ourselves and to another human being the exact nature of our
wrongs.
6. Were entirely ready to have God remove all these defects of character.
7. Humbly asked Him to remove our shortcomings.
8. Made a list of all persons we had harmed, and became willing to make amends to
them all.
9.

Made direct amends to such people wherever possible, except when to do so
would injure them or others.

10. Continued to take personal inventory and when we were wrong promptly admitted
it.
11. Sought through prayer and meditation to improve our conscious contact with God,
as we understood Him, praying only for knowledge of His will for us and the
power to carry that out.
12. Having had a spiritual awakening as the result of these steps, we tried to carry
this message to alcoholics, and to practice these principles in all our affairs.
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The following advertisement was printed in the Metro Pulse, a weekly alternative
newspaper in Knoxville, Tennessee:
Alcoholics Anonymous participants wanted to take part in study. Strictly
confidential. Will pay $$ for one-time meeting. Call 544-2817 for more
information.
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Informed Consent and Study
Information Forms
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GROUP LEADER INFORMED CONSENT
Changes Associated with Participation in Alcoholics Anonymous (AA)
The participants in the AA meeting are invited to participate in a research study. The purpose of
the study is to see how people change as they participate in Alcoholics Anonymous (AA).
INFORMATION
People interested in taking part in the study will be asked some questions about such things as
their age and how far they went in school, their participation in AA, their use of alcohol and other drugs,
and any history of substance abuse treatment or other counseling aside from AA. They will also be asked to
look at some pictures and make up stories about what is happening in the pictures, and to fill out two
questionnaires regarding how they feel and act at times. Participation should take between I ½ and 2 ½
hours.
BENEFITS
The information gained by their participation will be used to better understand alcoholism and how
people change as they participate in AA. This information may be useful in treating other people with
alcohol problems.
CONFIDENTIALITY
We realize that maintaining confidentiality of participants is of utmost concern. As with any study,
participants will need to sign a consent fonn indicating their agreement to participate in the study. In order
to maintain the anonymity of their full names, they may sign just their first name and last initial if they
would like, or they may sign their name as nonnal if they wish. If participants complete the study at the
University of Tennessee, they will be instructed to say that they are there to participate in a research study.
The UT staff will not have any knowledge of what the study is about, and therefore will not know that the
individuals attend AA. The information in the study records will be kept confidential. Data will be kept in a
locked file cabinet and will be made available only to persons conducting the study unless participants
specifically give permission in writing to do otherwise. No reference will be made which could link any
participant to the study.
COMPENSATION
Participants will receive $25 cash in compensation for their time to complete the study.
Participants must complete all the measures in the study to receive the payment.
CONTACT
If you have questions at any time about the study or the procedures, you may contact the
researcher, Erik Sprohge, at 227 Austin Peay Bldg., University of Tennessee, Knoxville, TN 37916-0100 or
(865) 974-2161. If you have questions about your rights as a participant, contact the Research Compliance
Services Section at (865) 974-3466.
PARTICIPATION
Participation in this study is voluntary. People may decline to participate without penalty. If they
decide to participate, they may withdraw from the study at any time without penalty and without loss of
benefits to which they are otherwise entitled. If they withdraw from the study before data collection is
completed their data will be returned to them or destroyed.

CONSENT
I have read and understand the above infonnation. I have received a copy of this form. I agree to allow the
researchers to ask the people in the group if they would like to participate in this study.
Group Leader's Signature (last initial may be used)_ _ _ _ _ _ _ _ _ _ _ Date _ _ _ __
Investigator's Signature
Date _ _ _ __
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GROUP LEADER INFORMATION SHEET
Changes Associated with Participation in Alcoholics Anonymous (AA)
The participants in the AA meeting are invited to participate in a research study. The purpose of
the study is to see how people change as they participate in Alcoholics Anonymous (AA).
INFORMATION
People interested in taking part in the study will be asked some questions about such things as
their age and how far they went in school, their participation in AA, their use of alcohol and other drugs,
and any history of substance abuse treatment or other counseling aside from AA. They will also be asked to
look at some pictures and make up stories about what is happening in the pictures, and to fill out two
questionnaires regarding how they feel and act at times. Participation should take between 1 ½ and 2 ½
hours.
BENEFITS
The information gained by their participation will be used to better understand alcoholism and how
people change as they participate in AA. This information may be useful in treating other people with
alcohol problems.
CONFIDENTIALITY
We realize that maintaining confidentiality of participants is of utmost concern. As with any study,
participants will need to sign a consent form indicating their agreement to participate in the study. In order
to maintain the anonymity of their full names, they may sign just their first name and last initial if they
would like, or they may sign their name as normal if they wish. If participants complete the study at the
University of Tennessee, they will be instructed to say that they are there to participate in a research study.
The UT staff will not have any knowledge of what the study is about, and therefore will not know that the
individuals attend AA. The information in the study records will be kept confidential. Data will be kept in a
Jocked file cabinet and will be made available only to persons conducting the study unless participants
specifically give permission in writing to do otherwise. No reference will be made which could link any
participant to the study.
COMPENSATION
Participants will receive $25 cash in compensation for their time to complete the study.
Participants must complete all the measures in the study to receive the payment.
CONTACT
If you have questions at any time about the study or the procedures, you may contact the
researcher, Erik Sprohge, at 227 Austin Peay Bldg., University of Tennessee, Knoxville, TN 37916-0100 or
(865) 974-2161. If you have questions about your rights as a participant, contact the Research Compliance
Services Section at (865) 974-3466.
PARTICIPATION
Participation in this study is voluntary. People may decline to participate without penalty. If they decide to
participate, they may withdraw from the study at any time without penalty and without loss of benefits to
which they are otherwise entitled. If they withdraw from the study before data collection is completed their
data will be returned to them or destroyed. Return of the completed form constitutes your agreement to
allow the researchers to ask the people in the group if they would like to participate in the study.
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INFORMED CONSENT
Changes Associated with Participation in Alcoholics Anonymous
You are invited to participate in a research study. The purpose of the study is to see how people
change as they participate in Alcoholics Anonymous (AA).

INFORMATION
If you would like to take part in the study, you will be asked some questions about such things as
your age and how far you went in school, your participation in AA, your use of alcohol and other drugs, and
any history of substance abuse treatment or other counseling aside from AA. You will also be asked to look
at some pictures and make up stories about what is happening in the pictures, and to fill out two
questionnaires regarding how you feel and act at times. Participation should take between 1 ½ and 2 ½
hours.
BENEFITS
The information gained by your participation will be used to better understand alcoholism and how
people change as they participate in AA. This information may be useful in treating other people with
alcohol problems.
CONFIDENTIALITY
We realize that maintaining your confidentiality is of utmost concern. As with any study, you will
need to sign a consent form indicating your agreement to participate in the study. In order to maintain the
anonymity of your full name, you may sign just your first name and last initial if you would like, or you may
sign your name as normal if you wish. If you complete the study at the University of Tennessee, you can
just say that you are there to participate in a research study. The UT staff will not have any knowledge of
what the study is about, and therefore will not know that you attend AA. The information in the study
records will be kept confidential. Data will be kept in a locked file cabinet and will be made available only
to persons conducting the study unless participants specifically give permission in writing to do otherwise.
No reference will be made which could link any participant to the study.
COMPENSATION
You will receive $25 cash in compensation for your time to complete the study. You must
complete all the measures in the study to receive the payment.
CONTACT
If you have questions at any time about the study or the procedures, you may contact the
researcher, Erik Sprohge, at 227 Austin Peay Bldg., University ofTennessee, Knoxville, TN 37916-0100 or
(865) 974-2161. If you have questions about your rights as a participant, contact the Research Compliance
Services Section at (865) 974-3466.
PARTICIPATION
Your participation in this study is voluntary, you may decline to participate without penalty. If you
decide to participate, you may withdraw from the study at any time without penalty and without Joss of
benefits to which you are otherwise entitled. If you withdraw from the study before data collection is
completed your data will be returned to you or destroyed.

CONSENT
I have read and understand the above information. I have received a copy of this form. I agree to participate
in this study.
Participant's Signature (last initial may be used)_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Date _ _ _ __
Investigator's Signature
Date _ _ _ __
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INFORMATION SHEET
Changes Associated with Participation in Alcoholics Anonymous
You are invited to participate in a research study. The purpose of the study is to see how people
change as they participate in Alcoholics Anonymous (AA).
INFORMATION
If you would like to take part in the study, you will be asked some questions about such things as
your age and how far you went in school, your participation in AA, your use of alcohol and other drugs, and
any history of substance abuse treatment or other counseling aside from AA. You will also be asked to look
at some pictures and make up stories about what is happening in the pictures, and to fill out two
questionnaires regarding how you feel and act at times. Participation should take between I ½ and 2 ½
hours.
BENEFITS
The information gained by your participation will be used to better understand alcoholism and how
people change as they participate in AA. This information may be useful in treating other people with
alcohol problems.
CONFIDENTIALITY
We realize that maintaining your confidentiality is of utmost concern. As with any study, you will
need to sign a consent form indicating your agreement to participate in the study. In order to maintain the
anonymity of your full name, you may sign just your first name and last initial if you would like, or you may
sign your name as normal if you wish. If you complete the study at the University of Tennessee, you can
just say that you are there to participate in a research study. The UT staff will not have any knowledge of
what the study is about, and therefore will not know that you attend AA. The information in the study
records will be kept confidential. Data will be kept in a locked file cabinet and will be made available only
to persons conducting the study unless participants specifically give permission in writing to do otherwise.
No reference will be made which could link any participant to the study.
COMPENSATION
You will receive $25 cash in compensation for your time to complete the study. You must
complete all the measures in the study to receive the payment.
CONTACT
If you have questions at any time about the study or the procedures, you may contact the
researcher, Erik Sprohge, at 227 Austin Peay Bldg., University of Tennessee, Knoxville, TN 37916-0100 or
(865) 974-2161. If you have questions about your rights as a participant, contact the Research Compliance
Services Section at (865) 974-3466.
PARTICIPATION
Your participation in this study is voluntary, you may decline to participate without penalty. If you
decide to participate, you may withdraw from the study at any time without penalty and without loss of
benefits to which you are otherwise entitled. If you withdraw from the study before data collection is
completed your data will be returned to you or destroyed. Return of the completed form constitutes your
consent to participate.
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Demographics Questionnaire and
Alcoholics Anonymous Affiliation Scale
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Demographics Questionnaire

*

The purpose of this questionnaire is to gather some information about your personal
history, your drinking history, any mental health treatment history, and your participation
in Alcoholics Anonymous (AA). We greatly appreciate your participation in the study,
and your honest answers to these questions. You may answer the questions by placing a
check or writing in your answer in the space next to the question.
1. How old are you? _ _ __
2. Are you:
Male
Female - - - 3. Are you:
African-American ____ Asian ____ Caucasian/White _ _ __
Hispanic ____ Native American
Other (please list) _ _ __

4. What is your marital status?
Never married
In a committed relationship,
but not married
Married
Separated
Divorced
Widowed
5. What is the highest grade in school that you completed?
6th grade or less
ih grade
8th grade
9th grade
10th grade
11 th grade
12th grade or GED _ __
1 year of college
2 years of college
3 years of college
college degree
graduate degree
6. Are you currently employed?
Yes
No
_ _ _ (skip to question 9)
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7. If Yes, what is your occupation? _ _ _ _ _ _ _ _ _ _ _ _ _ _ __

8. Do you work:
Full time? - - - Part time? - - - 9. What was your total household income for last year,
in thousands of dollars? - - - - - 10. Where do you currently live?
House/apartment/townhouse/condominium _ _ __
residential treatment center/halfway house
no permanent residence at this time
other (please list) _ _ _ _ _ _ _ _ _ _ _ _ __
11. Do you currently drink any alcoholic beverages?
Yes - - - No - - - If you answered Yes, please answer questions 11 a, 11 b, l lc, and 11 d.
If you answered No, please go to question 12.

l la. If you are currently drinking, is this:
a regular pattern?
an attempt to decrease your drinking? _ _ __
a slip?
a relapse?
other? Please explain _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
11 b. How long has this current period of drinking lasted?
Less than 1 week
1 week to 1 month
1 month to 6 months
more than 6 months

11 c. How often do you drink alcohol currently?
Nearly ever day
4-5 times per week
2-3 times per week
once a week
less than once a week - - - less than once a month- - - -
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11 d. During the last month, how much did you normally drink on the days that
you drank? (Check all that apply)
Beer ( 1 beer= 12-ounce can or bottle):

None

less than
1 beer

1-2 beers

3-6 beers

7-12 beers

more than
12 beers

Wine ( 1 glass = 5-ounce glass)

None

1 glass

2-3 glasses

1 fifth
( 1 normalsized bottle)

2 fifths

3 fifths or
more

I shot

2-3 shots

1 pint

2 pints

3 pints
or more

Hard liquor:

None

12. If you do not currently drink, how long have you been abstinent or sober?
Number of days
Number of weeks
Number of months - - - Number of years
13. Are you using any drugs that have not been prescribed to you (other than alcohol) at
the present time?
Yes - - No - - - Ifyou answered Yes, please answer questions 13a, 13b, 13c, and 13d.
If you answered No, please go to question 14.
13a. If Yes, what types of drugs are you using?
List all the drugs you are using _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
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13b. If you are currently using drugs, is this:
a regular pattern?
an attempt to decrease your drinking? _ _ __
a slip?
a relapse?
other? Please explain _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
13c. How long has this current period of drug use lasted?
Less than 1 week
1 week to 1 month
1 month to 6 months
more than 6 months
13d. How often do you use any of these drugs currently?
Nearly ever day
4-5 times per week
2-3 times per week
once a week
less than once a week - - - less than once a month- - - 14. Aside from attending AA, are you currently involved in any other treatment,
counseling, or therapy for alcohol or drug use or for emotional/mental health issues?
Yes - - - No - - - If you answered Yes, go to question 14b.
If you answered No, go to question 15.
14b. If Yes, what type of treatment are you in? (Check all that apply)
Individual counseling _ _ __
Group counseling
Medications for alcohol or drugs (for example, Antabuse or methadone) __
Alcohol or drug treatment program (for example, Cornerstone, The Mission,
Agape, Jellinek House, etc.) _ _ __
15. Have you ever received treatment for alcohol, drugs, or emotional/mental health
issues before?
Yes - - - No
If you answered Yes, go to question 15b.
If you answered No, go to question 16.
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15b. If Yes, what type? (check all that apply)
Individual counseling
Group counseling
Medications for alcohol or drugs (for example, Antabuse or methadone) _ _
Alcohol or drugs treatment program(for example, Cornerstone, The Mission,
Agape, Jellinek House, etc.)
Inpatient hospitalization _ _ __
16. Have you ever considered yourself a member of AA?
Yes - - - -

No

----

17. Have you ever called an AA member for help?
Yes - - - -

No - - - -

18. Do you now have an AA sponsor?
Yes - - - -

No

----

19. Have you ever sponsored anyone in AA?
Yes - - - -

No

----

20. Have you ever had a spiritual awakening or conversion experience through your
involvement with AA?
Yes - - - -

No - - - -

21. In the past 12 months, have you read AA literature?
Yes - - - -

No

----

22. In the past 12 months, have you done service, helped newcomers, or set up chairs,
made coffee, cleaned up after a meeting, etc.?
Yes - - - -

No

----

23. How many AA meetings would you estimate you've gone to during your lifetime?
0
1 - 30
30- 90
90 - 500
more than 500 - - - -
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24. How many AA meetings have you gone to in the last 12 months?
0
1 - 30
30 - 90
90 - 500
more than 500 - - -
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Interviewer Questions

25. How long have you been going to AA meetings? That is, how long has it been since
your very first AA meeting? (Estimate how many days, weeks, months, or years it has
been.)
Days
Weeks - - - Months- - - Years
26. Since your very first meeting, have you gone to meetings on a regular basis or have
there been periods when you have not gone for awhile?
Regular attendance
Sporadic attendance _ _ _ (go to 26b.)
26b. Why did you stop going to meetings during this time(s)?

27. Do you think that your participation in AA has changed who you are as a person?
Yes - - - No - - - -

If Yes: Can you describe how you have changed through your participation in AA?

* Questions 16-24 constitute the Alcoholics Anonymous Affiliation Scale [Humphreys, K.,
Kaskutas, L. A., & Weisner, C. (1998). Alcoholics Anonymous affiliation scale: Development, reliability,
and nonns for diverse treated and untreated populations. Alcoholism: Clinical and Experimental Research,

22, 974-978.]
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Table 1

Preliminary lnterrater Reliability of the SCORS Variables

SCORS Variable

PI (3,2l

Complexity of Representations of People

.85

Affective Quality of Representations

.84

Emotional Investment in Relationships

.75

Emotional Investment in Values and Moral Standards

.45

Understanding of Social Causality

.90

Experience and Management of Aggressive Impulses

.75

Self-Esteem

.54

Identity and Coherence of Self

.28

aSpeannan-Brown correction for two-way mixed effects model.
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Table 2

Significant Correlations between Participants' Age and Personality Scales

Personality Scale

Age

MCMI-III
Avoidant

-.35*

Depressive

-.40**

Dependent

-.45**

Antisocial

-.54***

Sadistic

-.55***

Compulsive

.35*

Negativistic

-.42**

Masochistic

-.46**

Borderline

-.47**

Paranoid

-.36**

DSQ-40
Immature

-.43**

SCORS
Self-esteem

Note. All correlations= Spearman's rho (rs)-

.28*
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*

p < .05

**

p < .OI

*** p

< .001
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Table 3
Personality Scales with High Correlations with AA Factors

AA Affiliation Length of AA Participation AA Composite

Personality Scales

MCMI-III
Schizoid

-.62***

-.35*

-.51***

Avoidant

-.51 ***

-.41 **

-.52***

Dependent

-.42**

-.63***

-.57***

Negativistic

-.58***

-.51 ***

-.57***

Borderline

-.49***

-.53***

-.57***

Paranoid

-.47**

-.42**

-.49***

-.52***

-.45**

-.49***

DSQ-40
Immature

Note. All correlations= Spearman's rho (rs).

*

p<.05

** p<.01
*** p < .001
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Table 4

Personality Scales with Moderate Correlations with AA Factors

AA Affiliation Length of AA Participation AA Composite

Personality Scales

MCMI-III
Antisocial

-.35*

-.30*

-.40**

Depressive

-.35*

-.34*

-.45**

Masochistic

-.33*

-.42**

-.44**

Histrionic

.44**

Note. All correlations= Spearman's rho (rs)-

*

p < .05

**

p < .01

.26

.44**
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Table 5
Correlation Matrix of Personality Scales with High Validity Coefficients

Personality Scales

Schizoid
Avoidant

.65***

Dependent

.49***

.56***

Negativistic

.68***

.55*** .62***

Borderline

.53***

.39**

.69***

.75***

Paranoid

.50***

.57*** .63***

.63***

.63***

Immature

.62***

.63*** .62***

.70***

.67***

.72***

Schizoid Avoidant Dependent Negativistic Borderline Paranoid Immature

Note. All correlations= Spearman's rho (rs),
** p<.01
*** p < .001
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Table 6

Correlation Matrix of Personality Scales with Moderate Validity Coefficients

Personality Scales

Antisocial
Depressive

.33*

Masochistic

.35*

.63***

Histrionic

-.04

-.53***

-.32*

Antisocial Depressive Masochistic Histrionic

Note. All correlations= Spearman's rho (rs),

*

p<.05

*** p < .001
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Table 7

Correlation Matrix of Personality Scales with High and Moderate Validity
Coefficients

Scales with Moderate Validity Coefficients

Scales with
High Validity
Coefficients

Antisocial

Depressive

Masochistic

Histrionic

Schizoid

.39**

.37**

.36*

-.60***

Avoidant

.20

.55***

.41**

-.69***

Dependent

.41 **

.58***

.71 ***

-.38**

Negativistic

.52***

.46**

.46**

-.36*

Borderline

.62***

.55***

.59***

-.17

Paranoid

.31 *

.38**

.46**

-.27

Immature

.43**

.38**

.51***

-.28*

Note. All correlations= Spearman's rho (rs),

*

p< .05

**

p < .01
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*** p < .001
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Table 8
Personality Scales with Low Correlations with AA Factors

AA Affiliation Length of AA Participation AA Composite

Personality Scales

MCMI-III
Narcissistic

.10

-.04

.04

Sadistic

-.36*

-.21

-.31 *

Compulsive

.34*

.20

.34*

Schizotypal

-.19

-.02

-.12

Mature

.18

.11

.13

Neurotic

.02

-.24

-.11

Complexity

.21

.27

.28

Affect

.23

.04

.10

Relationships .09

.10

.07

Values

.02

.19

.06

Causality

.12

.17

.18

Aggression

-.06

.18

.08

DSQ-40

SCORS
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Self-esteem

.09

.05

.08

Identity

.03

.27

.17

Note. All correlations= Spearman's rho (rs)*

p < .05
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Table 9
Stepwise Regression Summary of Personality Factors Predicting AA
Participation

Personality Factors

R

B

df

F

p

AA Affiliation
Factor Two

-.69

-.62

.62

.39

1, 48

30.59

<.001

Factor Three -.51

-.44

.44

.19

1, 48

11.33

.002

-.63

.63

.39

1, 48

31.19

<.001

Time in AA

AA Affiliation + Time
Factor One

-.61

Note. N= 20. Factor Two= MCMI-111 Schizoid and Avoidant Scales; Factor
Three= MCMI-III Dependent, Negativistic, Borderline, Paranoid and DSQ-40
Immature Scales; Factor One= Factor Two+ Factor Three.
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Factor One

Factor Four

Factor Two

Schizoid

Avoidant
Antisocial

Factor Three

Dependent Negativistic
Borderline

Paranoid

Immature

Figure 1
Personality Factors Resulting from MCMl-111 and DSQ-40 Clusters
Note. All scales are from the MCMI-111 except the Immature scale, which is from

the DSQ-40.
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